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Occlusion of the gastroduodenal artery (GDA) may occur
secondary to trauma. The serious complication of common bile
duct stenosis secondary to occlusion of the GDA is uncommon due
to the collateral blood supply from the anterior and posterior
pancreaticoduodenal artery (PDA) arcades, and has not previously
been reported. We present a case with bile duct stenosis and
obstructive jaundice following occlusion of the GDA secondary to
trauma.
2. Case report
A 37-year-old man was admitted with a 1-year history of
obstructive jaundice. He had suffered right upper quadrant
abdominal trauma requiring surgery 2 years previously. In
September 2004, he was stabbed in the abdomen and underwent
emergency IVC repair, gastrectomy, antecolic gastrojejunostomy,
colostomy and duodenal stump drainage. The ruptured gastrodu-
odenal artery was ligated. In October 2005, he underwent right
hemicolectomy, ileocolostomy and incisional hernia repair.
Ultrasonography revealed dilation of the intrahepatic and
common bile ducts. He developed painless jaundice with
intermittent fever, which was relieved by the ingestion of herbs.
He reported light-coloured stools and dark urine, and frequent
fatigue but no anorexia. CT scan and MRCP both revealed dilation
of the intrahepatic and upper common bile ducts. The lower
common bile duct could not be visualized and an irregular mass
was seen at the ampulla and in the head of the pancreas (see Figs. 1
and 2). Laboratory tests showed ALT 68 U/L, Alb 35 g/L, GGT 876 U/
L, total bilirubin 10 mg/dL, AST 90 U/L, total protein 62 g/L, WBC
4.9  109/L, RBC 4.3  1012/L and HGB 109 g/L. The tumour* Corresponding author. Tel.: +86 10 65296042; fax: +86 10 65296043.
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Open access under the Elsevier OA license. markers AFP, CEA, CA 50 and CA 19-9 were normal. A diagnosis was
made of obstructive jaundice due to obstruction of the lower
common bile duct. An exploratory laparotomy was performed.
Adhesions were found between the stomach, duodenum and
hepatic hilar region. The bile duct was identiﬁed and opened for
exploration. The intrahepatic bile duct was unobstructed. The
lower common bile duct was obstructed, without stones. Fine-
needle aspiration biopsy of the mass in the head of the pancreas
showed inﬂammation. A Roux-en-Y cholangiojejunostomy was
performed, with an uneventful recovery, and postoperative
resolution of jaundice.
3. Discussion
The GDA is the ﬁrst branch of the common hepatic artery, and
gives rise to the anterior superior PDA, the posterior superior PDA
and the right gastro-omental artery. The vascular supply to the
pancreaticoduodenal region comprises a series of marginal vessels,
namely the anterior and posterior PDA arcades and their vasa
recta.2–4 These vessels mainly supply the duodenum, the head of
the pancreas and the intrapancreatic bile duct. When the GDA is
occluded the intrapancreatic bile duct is often perfused by the
inferior PDA arcades. Occasionally, however, there is inadequate
collateral supply from the anterior and posterior inferior PDAs,
resulting in ischemia of the duodenum, the head of the pancreas
and the intrapancreatic bile duct. Duodenal ischemia may manifest
as a duodenal ulcer.6 Ischemia of the head of the pancreas and the
lower common bile duct may lead to chronic inﬂammation and
stenosis, although the process is very slow.1,5 This kind of
obstruction caused by occlusion of the GDA is rare and easily
misdiagnosed as a tumour.
This case shows that occlusion of the GDA may cause slow onset
obstructive jaundice (over 1–2 years). Benign stenosis of the bile
duct should be considered in a patient with obstructive jaundice
who has previously undergone GDA ligation following abdominal
injury. If the obstructive jaundice is caused by injury of the GDA
rather than a tumour, choledochojejunostomy is an effective
therapeutic choice.
Fig. 1. CT revealed dilatation of bile duct and enlarged caput pancreatic.
Fig. 2. MRCP showed the dilation of intra-hepatic bile duct and upper segment of
bile duct. The lower segment of common bile duct was not visualized.
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